from the pus evacuated from the secondary abscesses. So often in staphylococcal infections the course of the disease is prolonged, as in this case.
In cases of extensive osteomyelitis of the mandible, when teeth are standing in both jaws, metal cap splints are of great use in controlling the mandible after pathological fractures and sequestration have taken place, and to prevent contraction of scar tissue. I recently treated a similar case in this way. Radiographically, after sequestration, there was no bone visible between the base of the coronoid and the first premolar. Six months after all sepsis had subsided new bone had grown across the gap; the patient now has a perfectly functional jaw.
If new bone fails to grow, in these cases, the jaw will be in correct position for a bone-graft there will be no contraction of the soft tissues to overcome before the graft can be laid in position. The most important principle is not to injure or remove the periosteum from which the new bone may grow after the sepsis has subsided.
The sequestra should be allowed to separate completely before removal is attempted. In the meantime drainage must be free, both intra-and extra-oral, with through irrigation in the acute stage. I favour the use of rubber bands to fix the lower to the upper splint; they exert a constant traction and are very easily adapted or removed.
Conclusion.-In this case the widespread infection of the jaw undoubtedly followed the repeated trauma to the bone and soft tissues which took place during the three attempts at extraction. There was no previous infection.
If teeth are broken and the roots left in, it is unwise to attempt their removal afterwards until the bruising and sepsis have subsided. It is best to be content with incision and drainage if an abscess develops; any added trauma is dangerous and opens up new paths of infection. P. B., aged 14 years 10 months. First seen by me at the Royal Dental Hospital, 9.3.36. The patient had noticed nothing wrong herself; the swelling was discovered when she went to see a dental surgeon about a tooth which she thought needed stopping. She was advised to go to the Dental Hospital about the swelling.
0On examination a large swelling, with smooth lobulated surface, and of normal pink colour was discovered bulging the palate on the-right side. It was firm and painless on pressure; there was no sign of any surface opening on exploring with a blunt probe. The teeth on the right side were crowded, but firm, free from caries, and in good occlusion. There is no history of their having had a blow.
X-ray examination: The skiagrams showed neither supernumerary teeth nor remnants of deciduous teeth.
The radiologist reported: " Dental cyst 8-4 region." At my request the patient was seen by Mr. A. T. Pitts 20.3.36. The following are extracts from Mr. Pitts' report on the case. " On the outer side, opposite the second premolar and molar you can feel a spur of bone which yields on pressure. It feels as though the bone had been so thinned that it 'gave,' though it did not give the typical celluloid ball sensation of a cyst involving the outer plate. This is what one might expect in view of the graduated thickness of the palatal bone. On the extreme inner side of the swelling opposite the premolars just where the margin of the swelling extends to the mid-line you can feel another plate of bone which yields slightly on pressure. In between these two there is an area which seems to me to give a feeling of fluctuation. It is not marked but I should say that the mucosa is so thickened that it might mask the presence of fluid. . . While I was pressing the tumour with a sweeping movement, to see if I could get some further impression of its character, I suddenly noticed a minute bead of fluid escaping. . . . The fluid was minute in amount; it was thin and straw-coloured just like that which may exude from a cyst, though not glairy. I then . . aspirated the wall in this area. . . . On passing the needle in I found the wall thick. I did not enter any noticeable space and for a time I could not withdraw any fluid. Then some blood escaped and, I thought, also serous fluid. I told the house-surgeon to examine the fluid under the microscope to see if any cholesterin crystals were present and he reported that there were. . . . I have seen several cases of dental cysts absorbing the palate but in most of them the outer plate was absorbed as well."
POSTSCRIPT: The case was operated on by Mr. E. D. D. Davis at Charing Cross Hospital, 2.4.36. A large cystic mass was removed; it extended outwards between the roots of the cheek teeth on the right side, backwards involving the soft palate, and forwards to 41. 76541 were removed, also the alveolus surrounding these teeth.
Macroscopically the tumour consisted of a firm mass with many thin-walled cysts showing on its surface.
On 25.5.36 the patient was seen at the Royal Dental Hospital. The extensive wound in the palate was soundly healed and covered with epithelium. There were no signs of local recurrence of the growth. The patient stated that she was having no pain or discomfort. 20.9.35: Was in motor accident and besides other injuries fractured 11 under gum. The tooth was elongated, tender and of abnormal mobility.
25.2.36: Tooth still elongated but less mobile. Perfect in colour. The incisal edge was ground level and the dentine was normally sensitive to grinding. It was also 25.2.36. normally sensitive to heat applied to the labial surface with an electro-cautery and to the Cameron "vitalitester." A skiagram (see fig.) taken 25.2.36 shows no noticeable change from the one taken soon after the accident.
